The surgical approach for proliferative vitreoretinopathy (PVR) includes a pars plana vitrectomy, membrane peeling, scleral buckling technique, and intravitreal injection of air or gas. If a cataract is present, a pars plana lensectomy may be done at the same time. When intravitreal silicone oil injection is used to tamponade the retina, preservation of the lens capsule is necessary to prevent postoperative anterior segment complications. ! We present a one-step procedure for extracapsular cataract extraction and silicone oil injection in the management of cataract and PVR. We believe this is the first report of this combined technique.
Surgical technique
A 4-mm infusion cannula is secured tightly to the sclera entering through the pars plana at the 3 o'clock or 9 o'clock position. A modified Shock phacofragmentor tip is introduced into the lens substance through a second pars plana sclerotomy (Fig. lA) just posterior to the lens equator. The lens nucleus is fragmented and removed (Fig. 1B) A wide-bore (16 or 18 gauge) needle connected to a 10 ml syringe containing the silicone oil is introduced through the temporarily closed sclerotomy.
An air-silicone oil exchange is performed until a reflux of oil is seen in the infusion cannula (Fig. 1F ).
The anterior chamber is then tapped with a 30 gauge needle at the limbus, as silicone oil continues to enter the eye" and to fill the vitreous cavity with the oil (Fig. IG) . The wide-bore needle and the infusion cannula are removed, and the sclerotomies are sutured securely.
A small 2 to 3 mm inferior limbal incision is made with a Zeigler knife. The anterior chamber is then filled with hyaluronic acid (Healon) through a 30 gauge cannula (Fig. 1H) . Colibri forceps and Vannas scissors are used to perform a peripheral iridectomy through this incision (Fig. 11) . The iris is then repositioned and the hyaluronic acid is washed out with irrigation solution. The end result is an eye filled with silicone oil; the anterior chamber is protected from the oil by the preservation of the anterior lens capsule (Figs. 1J and K) .
Preliminary results
We have performed this combined procedure in seven patients with good anatomical results ( Table  1 ). The follow-up has ranged between 4 and 8 months. The silicone oil remained confined to the vitreous cavity in all the patients except one. In this patient there was a 3 mm silicone oil bubble in the anterior chamber which had moved through a capsular rent from the vitreous cavity. This occurred on the first postoperative day and had remained stable. The postoperative gonioscopic findings in the patients with increased intraocular pressure are presented ( these patients without escape of the silicone from the vitreous cavity into the anterior chamber.
Discussion
We have previously described a technique for removing a cataract in a patient who has silicone oil in the eye (Cohen SB, Peyman GA, de Corral LR, unpublished data). The present technique combines the cataract extraction and the silicone oil injection in one procedure.
The salient feature of this method is the preservation of the anterior lens capsule, which prevents the displacement of the silicone oil from the vitreous cavity to the anterior chamber. This method decreases the postoperative complications most frequently seen in aphakic patients who have received intravitreal silicone oil, such as glaucoma and keratopathy.42 Four patients had increased intraocular pressure in the early postoperative period. Only one had silicone oil in the anterior chamber, which moved from the vitreous cavity through a capsular rent. The size of the oil bubble has not increased. In the other three the increased intraocular pressure could be due to peripheral anterior synechiae, inflammation, and hyaluronic acid in the anterior chamber (Table 1) . The air pump helps to keep the retina attached and the globe expanded so that the silicone oil injection can be accomplished successfully. When the oil injection is combined with the anterior chamber tap, the vitreous cavity can be filled completely with silicone oil. This step is important to prevent an incomplete fill with silicone.
An inferior peripheral iridectomy is done to decrease the possibility of pupillary block glaucoma.'3 Because silicone oil floats in an aqueous medium, a superior peripheral iridectomy could be blocked by the oil.
Although the mean follow-up time of our patients is short, the preliminary results are encouraging. The cornea has remained clear in all our patients undergoing this procedure. The postoperative rise in intraocular pressure has been managed medically. If any of the preserved anterior capsules become opacified, a small (1 to 2 mm) central capsulotomy with the neodymium:YAG laser may improve the patient's visual acuity. A high viscosity silicone oil (12 500 cSt) does not move readily from the vitreous cavity through a small capsular opening into the anterior chamber.
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